Background: Lifelong healthy habits developed during childhood may prevent chronic diseases in adulthood. Interventions to promote these habits must begin early. The BONES (Beat Osteoporosis -Nourish and Exercise Skeletons) project assessed whether early elementary school children participating in a multifaceted health behavior change, after-school based intervention would improve bone quality and muscular strength and engage in more bone-strengthening behaviors. Methods: The 2-year BONES (B) intervention included bone-strengthening physical activity (85 min/week), educational materials (2 days/week), and daily calcium-rich snacks (380 mg calcium/day) delivered by after-school program leaders. BONES plus Parent (B + P) included an additional parent education component. From 1999 to 2004, n = 83 after-school programs (N = 1434 children aged 6-9 years) in Massachusetts and Rhode Island participated in a group randomized trial with two intervention arms (B only, n = 25 programs; B + P, n = 33) and a control arm (C, n = 25). Outcome measures (primary: bone quality (stiffness index of the calcaneus) and muscular strength (grip strength and vertical jump); secondary: bone-strengthening behaviors (calcium-rich food knowledge, preference, and intake; and physical activity level (metabolic equivalent time (MET) score, and weight-bearing factor (WBF) score)) were recorded at baseline, and after years one and two. Analyses followed an intent-to-treat protocol, and focused on individual subjects' trajectories along the three time points adjusting for baseline age and race via a mixed-effects regression framework. Analyses were performed with and without sex stratification.
Introduction
Childhood is a crucial period of social, cognitive, and physiological development [1] . Habits acquired then are often sustained throughout the lifespan [2] , emphasizing the need to engage children with healthy behaviors early in life. Children who meet recommendations for physical activity and appropriate nutrition tend to have stronger bones, better cardiovascular health, and exhibit better academic performance and higher self-esteem [3, 4] . Unfortunately, American children today spend less time in physical activity and consume inadequate amounts of key nutrients which could impede their growth and development [5] [6] [7] . Therefore, it is worthwhile to develop evidence-based programs that engage children in health behaviors that will encourage a strong foundation for adulthood.
Among the many health behaviors that are critical during childhood are weight-bearing physical activity and calcium consumption. These behaviors independently and synergistically contribute to bone mass accrual which is critical for strong skeletal development [8, 9] . Peak bone mass is reached by most individuals during adolescence, and low accumulation of bone mineral during pre-pubertal years increases risk of fractures and the porous and weak bones which are hallmarks of osteoporosis later in life [10] . To mitigate this risk, the Surgeon General's Report on Bone Health and Osteoporosis suggested teaching youth healthy bone-building behaviors that can be incorporated into children's daily routines [11] .
While much research supports this recommendation for early intervention, few multi-component, bonestrengthening intervention trials have been developed for children. Previous attempts have mostly targeted children of older ages (9-16 years) for durations of less than 1 year with a focus on increasing either calcium intake or bone-strengthening physical activity delivered via school-based programs [12] [13] [14] [15] . The few interventions outside of the school environment have been conducted largely on older girls or in laboratory, rather than in real-world settings [16] [17] [18] [19] , and there are few longitudinal community-based studies of bone quality in children [20, 21] .
Alternatively, community-based settings that can reach large numbers of younger children of both sexes with multiple intervention components need to be explored. In particular, after-school programs present a unique and promising opportunity to reach a younger, more diverse sample of boys and girls [22] . Currently, over 10 million children participate in one or more after-school programs, demonstrating the potential and widespread reach of intervening through this unique platform [23] . Since these programs have fewer requirements for curriculum and scheduling compared to schools, they provide greater opportunity to deliver multifaceted interventions. The BONES Project addressed the current paucity of bone-building interventions for young children, using after-school programs as an intervention site. The primary aims of the BONES Project were (1) to increase the bone quality and muscular strength of children participating in the intervention; and (2) to improve knowledge and level of bone health and behaviors (e.g., level of bone-strengthening physical activity and calcium intake). This article presents the outcomes from the two-year intervention targeting bonestrengthening physical activity and dietary behaviors of early elementary school children attending after-school programs in the Northeastern U.S.
Methods

Study design
The BONES (Beat Osteoporosis -Nourish and Exercise Skeletons) project was a community-based, grouprandomized, controlled trial conducted from 1999 to 2004. It was designed to test the feasibility of influencing bone health in early elementary school children by modifying health behavior through the introduction of bone-strengthening physical activity, education on nutrition and bone health, and the delivery of calcium-rich snacks in after-school programs. A three-arm design allowed the impact of the main BONES intervention (B) and an enhanced BONES intervention which contained a parental/caregiver component (B + P) to be assessed against a control group (C). A group-randomized trial design was used to test the hypothesis that children attending the intervention programs (B and B + P) would exhibit greater bone quality and muscle strength, and more bone-strengthening behaviors over a two-year period than children attending an after-school program without the intervention [24] .
This study was reviewed by, approved, and adhered to all procedures outlined by the Tufts University Institutional Review Board and the National Institutes of Health. Written consent was obtained from all parents/ guardians of participating children, prior to the start of the intervention.
Recruitment and setting
The target population was young elementary school children between the ages of 6-to-9 years old attending after-school programs. To reach this population, we first compiled a systematic profile of communities in Massachusetts and Rhode Island including key community characteristics: number of elementary schools, percentage of children eligible for free or reduced-price meals, and racial-ethnic diversity. Lower income communities (based on the percent of children eligible for free or reduced-price meals) that had multiple after-school programs (3 or more per community) with > 40 eligible children per program were considered eligible.
Within the 33 eligible communities, we identified 384 after-school programs for potential participation by contacting school superintendents or after-school program directors directly to screen for interest in study participation. Of those programs contacted, 181 did not respond, did not contain an after-school program, or were uninterested in participating. For all others, an informational packet which contained a description of the BONES Project was sent to the school superintendent and/or after-school program director along with a letter inviting the school district or program to participate. Mailings were followed by phone calls and when appropriate, a meeting was arranged at which the researchers presented an overview of the projected after-school program. Following these informational meetings, an additional 60 programs were excluded based on lack of interest, program structure, or administrative turnover. Researchers visited the remaining 143 individual program sites to discuss the program in more detail with site leaders and to obtain information about program structure. The informational packet, initial presentation, and individual site visits represented a comprehensive procedure that facilitated commitments from school superintendents and program directors. Letters of agreement were developed and signed by the programs to serve as a formal commitment (n = 83, after-school programs) ( Fig. 2) .
Once after-school programs agreed to participate, program staff members were trained on procedures and strategies to recruit families using written materials and flyers in three languages (English, Spanish and Portuguese). For accuracy of translation and to ensure that all participants received identical information, all translated materials were back-translated into English by a different individual and revised, accordingly. All children between the ages of 6-to-9 years who attended the after-school program were eligible to enroll upon written consent of the parent/guardian. Once an after-school program recruited a minimum of 8 children, it was randomized in a 2:1 ratio into an intervention (B or B + P) or control (C) group. During the randomization process we considered a blocked design, in which the size of the after-school program and community socioeconomic status [25] were balanced in a manner that the final three groups, across all communities, had a similar number of programs, number of participants per program, and a similar SES distribution. Control programs were eligible to receive the curriculum materials upon conclusion of the intervention period if they wished. Ultimately, 25 programs (469 children) were randomized to the BONES intervention, 33 programs (611 children) were randomized to the BONES + Parent intervention, and 25 programs (254 children) were randomized to the control.
Intervention
Theoretical framework
The BONES Project theoretical framework ( Fig. 1 ) combines elements from the Expectancy-Value Model of Motivation [26] , which uses the Health Belief Model [27] and the Theory of Reasoned Action [28] , Social Cognitive Theory [29] , and the Social Planning and Action Model [26, 30] . This illustrates how the factors that influence three types of behavior change strategies (behavioral; communications and educational; and environmental) interact.
Components
The two intervention groups (B and B + P) received a comprehensive, three-component curriculum for 20 weeks per year for 2 years. The development of the project components was informed by formative research with focus groups and a six-week pilot study [31] . The intervention consisted of the following components: (1) Let's Eat: calcium-rich snacks which offered children an average of 380 mg of calcium per day; (2) Let's Play: active games which provided 20 min of vigorous activity 3 days per week with a 5 min jumping component that enabled ground reaction forces between 4 and 7 times body weight, implemented 5 days per week; and (3) Let's Explore: nutrition education lessons delivered in a fun, hands-on manner 2 days per week. The curriculum was designed to fit within the structure of various afterschool programs, which typically offer homework and academic assistance and recreational activities and snacks, rather than formal physical activity programming. The intervention program groups received additional physical activity equipment to help implement component 2, Let's Play. The B + P group received all three curriculum components as well as an additional (4) parent/caretaker outreach component sent home (e.g. newsletters to complement lessons, educational worksheets, coupons, and a detailed community directory/resource guide for family-friendly active living and healthy eating). The intervention group after-school program staff attended comprehensive training programs at the start of each intervention year and also received ongoing support from study research staff in the form of newsletters, site visits, and phone calls.
Process evaluation
The BONES process evaluation assessed both dose (the amount of time research participants spent engaged in the program), and fidelity (the extent to which the intervention was delivered according to the intended delivery) of the program. After-school program leaders were provided with a daily attendance sheet to track child participation in each of the three program components. For example, program leaders tracked the lesson conducted for Let's Explore, the activity performed for Let's Play, and the calcium-rich snack offered for Let's Eat. After-school programs were also evaluated for program fidelity through bi-yearly direct observations (site visits) as well as year-end surveys of after-school programs. These data were compiled into two compliance measurements: (i) the number of evaluation/attendance forms returned by after-school programs in year 1 and 2; and (ii) research study staff's perceived fidelity to the intervention by after-school programmatic staff. The percentage of programs returning evaluation/attendance sheets at the end of years 1 and 2 ranged from 88-91% and 72-85%, respectively, and perceived fidelity ranged from 1.9-2.1 over the 2 years (on a 1-3 scale: 1 = good/excellent, 2 = okay, but inconsistent, and 3 = poor, did not do). This information was combined to construct an implementation score to rank programs (low, medium, high) for their dose and fidelity to the intervention. Since intervention compliance did not differ by assignment and was not consistently associated with outcomes, these detailed data are not presented.
Outcomes
The primary outcomes were bone quality and muscular strength. Bone quality is defined operationally as a composite of factors that help bones to resist fracture [32] and was measured using bone stiffness index (SI) (%) of the calcaneus. Secondary outcomes included body composition (BMI and percent body fat), and knowledge and level of bone-strengthening behaviors (preference for and consumption of calcium-rich foods and physical activity level). All measurements were obtained in the field at the after-school program by trained research staff. Subjects were measured at baseline in the fall/early winter of the first year with follow up measures each spring (years 1 and 2). The testing day was organized like a health-fair for the children and they each received a prize at the end of the day for their participation.
Bone quality
Broadband ultrasound attenuation (BUA) and ultrasound velocity or speed of sound (SOS) of the calcaneus were measured in the field. Measurements were obtained using a calcaneal quantitative ultrasound (QUS) device (Lunar Achilles +, GE Medical, Milwaukee, WI) which is reliable and valid [33] , small, portable, inexpensive, and approved by the Food and Drug Administration (FDA). Two to three consecutive measurements with repositioning were performed following the manufacturer protocol [34] . A linear combination of BUA and SOS was used to calculate bone stiffness index (SI) (%) of the calcaneus by the formula (0.67 × BUA + 0.28 × SOS) which was evaluated as the outcome of interest.
Muscular strength: grip strength and vertical jump
Grip strength was measured with a Smedley III Hand Dynamometer (Country Technology Inc., Gay Mills, WI) following manufacturer protocol [35] . Three trials with each hand were performed, adjusting for grip size, alternating hands, and with a 15-s rest between each trial to avoid excessive fatigue. The highest result for each hand (recorded to the nearest 0.1 kg) was recorded, and the dominant hand was noted. Vertical jump distance was used to assess lower body strength and explosive power. The Just Jump System (Probotics, Huntsville, AL) consisted of a computerized rubber mat that converts hang time into a linear measure of vertical jump height and records the results in inches. Three trials were performed and the child's maximum vertical jump height was used in analyses [36] .
Body composition: BMI and percent body fat
Height and weight were measured without shoes, by trained study staff, in triplicate (or until three measurements were within ±0.25 cm and 0.5 lb., respectively), and averaged. Height was measured to the nearest 0.1 cm using a portable stadiometer (Seca model 214) and weight was measured in light clothing to the nearest 0.5 lb. (SECA model 812) on a digital scale following standard procedures [37] . Body Mass Index (BMI) was calculated as average body weight in kilograms divided by average height in meters squared (kg/m 2 ). BMI z-score was then calculated based on the CDC Reference Growth Chart [38] . Body fat was calculated based on skinfold thickness measurements of the triceps and calf taken on the right side using standard protocol with Lange Skinfold Calipers (Beta Technology Inc.) which are accurate to ±1 mm [39] . Percent body fat was calculated according to the age-and sex-specific prediction equations of Slaughter [40] .
Knowledge and level of bone-health behaviors: nutrition and physical activity
Calcium-rich food intake, preference for them, and related nutrition knowledge. A checklist of calciumcontaining foods was created and tested for validity and reliability for the study [41] . This tool allows assessment of calcium and dairy intake over a 24-h period. A pictorial survey of various foods was created for the study, modeled from work by Edmunds and Ziebland [42] , and used to evaluate preference for and knowledge of calcium-rich foods. All assessments were based on child responses to each measurement tool during interviewerassisted assessments. Children were given 11 pictures of child friendly foods; 5 were calcium-rich foods and 6 non-calcium-rich foods. For food preference, children sorted the food pictures into four groups: 'likes a lot,' 'is okay,' 'don't like,' and 'never tasted.' For knowledge, the same pictures were sorted into three groups: 'makes bones strong,' 'does not make bones strong,' and 'don't know. ' Reported physical activity level and knowledge. A pictorial physical activity survey that assesses children's physical activity levels and knowledge of bonestrengthening activities was created for the study and has been shown to be valid and reliable (Spearman's r range for MET and WBF: 0.57-0.74, all p < 0.001) [43] . This tool allows assessment of physical activity level and intensity expressed as a MET (metabolic equivalent time) score and a WBF (weight-bearing factor) score. All assessments were based on child responses to each measurement tool during interviewer-assisted assessments. For knowledge, children were given 10 pictures with child-friendly activities; 6 of medium-high impact activity and 4 common activities with low impact. Children sorted the pictures into three groups: 'makes bones strong,' 'does not make bones strong,' and 'don't know.'
Other health/medical information
At baseline, a comprehensive 70-item health questionnaire was mailed to parents with a postage paid, preaddressed return envelope. Questions included medical history items, sociodemographic information (e.g., parent education level, age, and race/ethnicity), child activity (including sports and lesson involvement), dietary restrictions, and parenting practices related to diet and screen time. A questionnaire with Tanner stage items [44] was sent to parents/caregivers at the conclusion of the intervention.
Sample size estimation
The study was powered to detect an estimated difference between groups of 0.22 bone stiffness index (SI) (or 5%) based on a standard deviation of the difference of 1.50 stiffness units. This resulted in the need for 261 subjects per group, to test the difference in groups at α = 0.05 and 80% power. To account for both clustering within the after-school program and a 36% attrition rate over the study period, a sample size of 377 subjects in each group was estimated, based on the only published data available at the time [45] .
Statistical analyses Descriptive statistics
The demographic variables, primary outcomes, and secondary outcomes at each time point were tabulated by program arm and sex. Descriptive statistics including number of respondents, means, and 95% confidence intervals were compiled and tabulated.
Regression analysis
We employed a linear mixed effects model approach to estimate the rates of change in the suggested outcomes overtime [46] . The general model is:
where Y ij represents the measurements of i th participant at j th time point, arms represents the three interventions (B: BONES, B + P: BONES + Parental/caregiver component, and C: Control), time is a continuous predictor indicating number of years since the start of the intervention (0: Baseline, 0.5: Post-intervention, and 1.5: Follow-up), race/ethnicity is a 4-level categorical variable representing white, black, Hispanic, and others, and baseline age is the age of the participant centered at 7 (the average age at baseline). While race/ethnicity and baseline age did not differ across programs, we adjusted for these variables with the intention to improve the precision of the regression models. We allowed for the slope of each intervention group to vary by specifying them as random cluster effects. Because the participants were randomized by after-school program, we also specified the random effects to be at both individual level and individual nested within after-school program to control for the correlated error within the child along time and the clustering between the programs. We applied a multi-level modeling technique (PROC MIXED) to allow for clustering at the individual due to repeated measurement, and clustering at the school level due to grouprandomization, so that the variance in the individual level was computed at the school level first and then over the population.
Statistical tests of the research questions
We compared the difference between the three slopes (B, B + P, and C) captured by the coefficient β 1 in equation (i). We tested the hypothesis that the trajectories of the outcomes would be different among the three groups, with the beneficial effects highest in B + P, followed by B, and C. Statistical analyses were first performed for all subjects, and then stratified by sex. Due to a smaller than expected sample of children that completed bone quality measurements, bone stiffness data were analyzed in two ways: with the two interventions arms, B and B + P, pooled together and independently. Two sub-analyses were performed as follows. First in order to identify whether the intervention benefits participants with and without low calcium intake differently, the change by sex and calcium status according to the guidelines at the start of the intervention (< 500 mg for children 1-to-8 years old; < 1300 mg for children > 8 years old) was evaluated and results are presented. Second, in order to identify whether the intervention benefits participants who may have received a higher intervention dose compared to those who received a lower dose, the change in all outcomes was evaluated. Because no differences were identified according to implementation dose, those results are not presented. SAS 9.2 PROC MIXED was used for the analysis. Statistical significance was based on an alpha-level of 0.05.
Results
Participant flow and recruitment
Recruitment in the Winter-Spring of 1999-2000, was less than projected; only 46 programs were enrolled (N = 810 subjects). There was a mean of 17 participants per after-school program. Therefore, to obtain the required sample size, a second round of recruitment was carried out during the Spring-Summer of 2001 (n = 37 programs, N = 624 participants), also with a mean of 17 participants per after-school program. After-school programs were located in schools (42%), YMCA's (18%), community agencies (18%), Boys and Girls Clubs (15%), and other private agencies (7%).
All participants received the two-year intervention as designed. A total of 83 after-school programs (N = 1434 participants) were randomized at baseline (Fig. 2) . As detailed in Fig. 2 , lack of participation was primarily due to lack of response to initial inquiries or lack of interest/ follow-up by the program (53%), structural limitations (26%), or administrative turnover in which the initial contact at a site expressed an interest that did not transfer to their successor (17%).
Baseline characteristics and longitudinal outcomes
The baseline age, height, and weight and the three longitudinal measurements of the outcomes (T0, T1, T2) are displayed in Tables 1 and 2. Children that were randomized but never attended any testing days were excluded from analyses (n = 159). The demographic and outcomes data at baseline (T0) are similar across the three treatments groups in both sexes. Small but statistically significant mean differences did exist in baseline height and weight: males in the control group (C) were shorter and lighter than those in B or B + P groups. Females in the C group were lighter than those in the B group but with similar mean weight when compared to the B + P group. However, the BMI z-score was not significantly different among groups. No significant differences were observed between children who completed measurements at all three time-points compared to those completing only one or two.
Bone quality and muscular strength
Overall, bone quality data were collected from 35% of male and 46% of female participants. Boys and girls in B + P demonstrated an increase in bone stiffness compared to C (p = 0.05increase of 0.6 units-per-year in B + P, compared to a reduction of 2.1 units-per-year in C); and when B and B + P were pooled together bone stiffness increased compared to C, although not significantly (p = 0.06increase of 0.3 units-per-year in B + P, compared to a reduction of 2.1 units-per-year in C) ( Fig. 3) . When boys and girls were considered separately, boys in all three groups demonstrated a negative rate of change in bone stiffness, while their female counterparts in both intervention groups showed positive rates of change. Although girls alone in neither B nor B + P improved bone stiffness significantly compared to C, in the pooled comparisons, girls in the intervention showed a significant rate of improvement in bone stiffness, over time (p < 0.01, increase in 2.1 units-per-year). Grip strength and vertical jump increases were not significantly different among groups; however, boys in B showed a moderate (NS) increase in vertical jump compared to C (p = 0.06).
Body composition
There was no difference between the rate of change in BMI z-scores across groups and sexes (Table 3 ). There was a significantly positive rate of increase in percent body fat among all children except boys in C. This resulted in a significant difference for boys in both intervention groups.
Knowledge and behavioral outcomes
The predicted annual rates of change are shown in Table  3 . In both sexes, all groups increased significantly in their ability to identify calcium-rich foods. Although B had the largest positive change, then B + P, they were not significantly different from C. Knowledge of bonestrengthening activities was also significantly higher in both B and B + P in both sexes at the end of the study, but the rate of increase was not significantly higher than Abbreviations: BMI, body mass index, MET metabolic equivalent time, WBF weight-bearing factor Range of scores: Calcium-rich food knowledge score: 0-11; Physical activity knowledge score: 0-9; Calcium-rich food preference score: 0-5; Total calcium intake (mg): 0-3661.5; MET score: 0-46.8; WBF score: 0-7.5 a Average weight of C is significantly lower than B
C. There was no change among groups in preference for calcium-rich foods or calcium intake, nor did a further analysis by low calcium intake status at baseline reveal a systematically different pattern of preference among these children than those with higher baseline intake (results not shown). When pooled by sex, children in B + P showed statistically significant increases in MET and WBF scores compared to children in C (p < 0.01). Although children in B also showed increases in MET and WBF scores, these were not significantly different from C (p < 0.10) ( Fig. 3) . When stratified by sex, reported MET and WBF scores increased for boys in all three groups, and reported increases for boys in B and B + P were significantly higher than those in C. In girls, only the B + P group showed significant increases in MET and WBF-scores, although they were not significantly different from C.
Discussion
The BONES Project demonstrated that a community-based intervention among early elementary school children is feasible to implement in diverse, low-income after-school programs. The intervention was effective at improving some bone health behaviors as revealed by findings that children in B + P and boys in both intervention arms (B and B + P) showed statistical improvement in their reported physical activity behaviors. In addition, boys in B had an increase, albeit non-significant, in vertical jump. There was also an increase in bone stiffness compared to controls in the B + P group. These relatively modest, yet encouraging findings in bone stiffness may be attributed to the younger age of children in the BONES Project (6-to 9-yrs) compared to previous bone-building interventions showing improvement. In addition, factors associated with the afterschool program setting such as high staff-turnover, timeconstraints, and day-to-day variations in child and staff attendance, could have impacted the dose and quality of the intervention. Although there was a positive increase in percent body fat in all groups, except boys in C, this is unlikely to be clinically meaningful given pre-pubescence and a non-significant difference in BMI z-score. Together, the outcomes are encouraging for sustained work in after- [13] ; the CAPO Kids Triala school-based randomized controlled, high intensity interval trial, to enhance bone and reduce fat in girls, ages 10-to-11 [14] ; and Meyer et al.'s classroom-based intervention to improve bone BMC and BMD in 1st and 5th grade boys and girls [15] , among others. While interventions focused outside of the school environment have incorporated other aspects of bone health including calcium intake and knowledge of bone-building behaviors, these have been largely focused on girls (e.g. Girl Scout meetings [47] and online health behavior change programs for girls [12] ).
Findings from the BONES Project support and build upon prior interventions in both reach and intervention design. By expanding on the school-based model and intervening through an after-school program platform, the BONES Project delivered a three-component curriculum diet, physical activity, and educationto a larger, ethnically diverse, sample of both boys and girls who were younger than in other intervention trials. The benefits and importance of bone-strengthening interventions for children at younger ages are well demonstrated [8, 48] .
While community-based approaches are common practices for behavior change interventions targeting children [49] , outcomes have been mixed with respect to increases in bone-strengthening behaviors and bone quality; only two had statistically significant increases in total bone area [13, 15] . Although Daley et al. measured physical activity habits and calcium intake, no improvements were observed in either outcome. Neither of the bone-building interventions [12, 47] observed an increase in physical activity metrics and only the one focused on 14-16 year old girls saw an increase in BMD of the Spine and Trochanter. The BONES Project likewise did not find significant improvements in the majority of outcomes. Calcium rich food knowledge for all children improved, although not differentially by intervention assignment. We also did not observe significant increases in calcium intake for either sex. A significant increase in physical activity levels was observed for boys in both intervention groups and all children in B + P compared to controls, but not for girls alone. Additionally, though a statistically significant increase in bone stiffness was not detected, a pooled analysis of both intervention arms revealed that for girls participating in the intervention, the mean change in stiffness was an increase of 2.08 units per year, compared to a drop of 0.58 units-per year for the control (p = 0.08). Such an effect could be practically important and may merit further investigation.
Limitations
Previous research demonstrates the strength of field-based interventions in their ability to connect with the community and have high generalizability [50] ; however, a number of limitations are inherent in this research designparticularly in the after-school program settingthat potentially diluted the dose and quality of the intervention. First, the high frequency of staff turnover in the afterschool programs required continuous re-training which affected the ability to continuously implement the curriculum. In some programs, staff also varied on a day-to-day basis which may have also limited their ability to implement with fidelity. Second, time constraints and difficulty with machinery such as the calcaneal quantitative ultrasound (QUS) device limited the number of children who could complete bone quality assessments, although every effort was made to measure all children. Third, the variability in child attendance limited the dose of the intervention as not all children attended the after-school program every day. This variation may have also impeded the ability to detect any significant improvement in bone stiffness for the intervention group. Higher attendance at an obesity-prevention intervention in an after-school program setting was previously linked with greater increases in bone-health outcomes [20] .
Although a great deal of attention was placed on process evaluation, the personnel in the after-school programs had difficultly tracking and reporting daily attendance which may have further limited our ability to accurately assess dose and intervention fidelity at the individual (child)level. In addition, although inadequate calcium intake is highly prevalent in the general population, the majority of children in the BONES Project did not appear to have inadequate intake at baseline (data not shown), which may have limited the ability to detect an increase in calciumintake from the intervention. Lastly, at the time that this study was conducted, there were no assessment tools which adequately captured physical activity levels and calcium intake among young children in the field. Despite extensive work developing and testing new measures for use in the BONES Project [38, 40] , these tools may not be sensitive enough to detect change.
Future considerations
The BONES Project demonstrated that after-school programs may serve as a potential platform for bonebuilding behavioral interventions for children as others have been successful with health interventions in this environment [51] ; however greater intervention intensity may be needed for larger impact. We present a potentially feasible and sustainable model by training large groups of existing after-school program leaders in diverse after-school programs rather than specialist-led initiatives. This platform allows for greater opportunity to make larger-scale environmental modifications, which can improve children's health behavior and health outcomes including peak bone mass [52] . Future investigators employing the BONES framework should consider user-friendliness of evaluation tools given time constraints of the subjects and program. The quantitative ultrasound device did not work well with children with especially small or narrow feet, and children who did not sit still. Therefore, use of the machinery in the field should be considered, and alternative strategies to increase the percent of participants completing these measurements should be explored. Additionally, while the BONES Project increased availability and accessibility to calcium-rich snacks and physical activity equipment, other environmental change strategies, including those at the policy-level, were not targeted. Exploration of these strategies, as well as further research to understand the cost-effectiveness of intervening through an afterschool program, particularly when compared to schoolbased programs, serve as important next steps in understanding best practices of reaching children with health behavior interventions. Lastly, future research is needed to understand interrelated factors that influence bone health and to assess other indices of bone strength, such as the material and structural properties of bone during growing years.
Conclusion
The BONES plus parent component of the intervention demonstrated encouraging bone and physical activity outcomes. Community-based interventions conducted in an after-school program-based setting, coupled with parental engagement present a potentially feasible approach for reaching young children to encourage bone-building behaviors that can prevent the onset of osteoporosis in adulthood. The intensity and duration of the program that is needed to significantly impact bone and behavior (diet and physical activity) changes in both boys and girls is still unknown and is likely greater than was anticipated in the BONES Project. Future research should consider cost-effectiveness when delivering programs with the capability for broad reach. 
